From the 1940s onward the establishment of an increasing number of cancer centres in Ontario concentrated predominantly on radiation and systemic therapy. Increasing attention to the organization of cancer surgery services in Ontario over the last 3 decades through measures led by Cancer Care Ontario has resulted in building a progressive provincial and regional surgical oncology network. These networks are rooted in leadership mobilization and have used quality data and best evidence to promote the elaboration of communities of practice to achieve better outcomes. This article briefly chronicles this journey and points to areas of progress.
Introduction
Surgery for cancer spans the cancer continuum as it is often required for diagnosis, staging, treatment, debulking, or palliation. It is often the first point of contact for patients with the cancer system, and 80% of patients with cancer can expect to undergo a surgical procedure of some sort. As a result, the quality of surgical care can greatly influence the patient journey.
In the early 1990s, population studies in Ontario began to illustrate wide variations in surgical and diagnostic procedures in Ontario with limited evidence to evaluate appropriateness. These issues were further echoed a decade later, suggesting the need for better information, quality standards, and indicators for surgery to measure access and appropriateness of care, monitor wait times, understand the reasons for variation in practice, and improve the quality of cancer services. 1 Cancer Care Ontario's (CCO) Surgical Oncology Program (SOP) was initiated in 1998 in response to the Ontario government's request to establish departments of surgical oncology in all regional cancer centres to increase referrals to regional centres for multidisciplinary consultation and treatment. In 2003, CCO's board and executive leadership deepened the modest earlier commitment and enlarged the mandate for the SOP to engage surgeons and surgical leaders in quality initiatives more directly, with articulated regional accountabilities which extended province wide. Work on the quality of surgical care began in earnest, along with the development of implementation strategies to improve the timely delivery of surgery services. Through this initiative and as lead data steward in the government's Wait Times Strategy, CCO worked to improve both the access and the quality of surgical oncology services in Ontario over the past 14 years, and all cancer wait times are now posted on the Ministry of Health and Long-Term care web site. 2 There is now a rich literature on the effects of public reporting of hospital procedures on quality and access. Recognizing that "quality improvement occurs locally" the SOP was keen to build regional communities of practice and to use local performance data to achieve clinical behaviour change. 3 The surgical quality improvement initiatives required the development and uptake of evidence-based guidelines and standards for surgical procedures particularly where the services are dispersed through the entire province. The development of communities of practice in prostate, gastrointestinal, and breast and endocrine surgery has enabled dissemination of these guidelines and standards throughout the province's regions in a "taking quality to the patient" strategy. On the other hand, there was also an understanding that organizational standards for more complex surgical procedures and for multidisciplinary care required establishing "Centres of Experience," where high functioning surgical teams and multidisciplinary teams were essential for achieving the best outcomes. The "taking the patient to quality" strategy underpinned the creation of specific centres for the care of thoracic, head and neck, hepato-pancreatic-biliary (HPB), sarcoma, and gynecological cancers. More recent work has included breast reconstruction guidance, active surveillance for the management of prostate cancer, preoperative assessment for patients with rectal cancer, liver resection in colorectal metastases, invasive mediastinal staging of small-cell lung cancer, and standards regarding node number and margin rates in patients undergoing surgery for colon and rectal cancer.
Linking wait times to quality Performance management As part of the Ontario's Wait Times Strategy, CCO was asked to advise on the allocation of additional surgical volumes to reduce wait times for cancer surgery. Since the inception of the strategy in 2004, cancer surgery agreements have been signed with up to approximately 50 hospitals annually including regional cancer programs. The Wait Times Strategy presented an instrumental opportunity to drive improvements in the quality of surgical oncology services effectively with a pay-forperformance model. Participating hospitals were required to sign accountability agreements with CCO to meet long-term quality and access improvements, including the development of regional SOPs, implementation of quality standards and guidelines for surgery, building a subspecialty surgical group within a multidisciplinary team, and to ensure that a minimum volume of complex surgeries were performed every year. Furthermore, the agreements require participation in quality of care communities of practice and regular reporting of data on cancer surgery volumes, wait times, and other quality indicators. To carry out these requirements, regions received funding to appoint a physician lead for surgery as well as meet the staging and pathology requirements described earlier. The 14 regional cancer programs providing surgery were also required to participate in the provincial SOP and meet the above requirements through their Regional Vice Presidents (RVPs) and regional surgical oncology leads. The RVPs in turn were responsible for ensuring these contractual obligations are fulfilled while advising on the allocation of funding for additional cases. Each region's performance on these requirements is monitored quarterly and annually through a performance management cycle.
Clinician engagement
Evidence-based standards. One of the barriers to quality cancer surgery services was the lack of research and evidence on optimal surgical care for cancer. 4 To address this, the provincial SOP partnered with CCO's Program in Evidence-Based Care to develop a series of surgical oncology standards to organize cancer surgery services in hospitals and to guide clinical decision-making. One of the major initiatives was also to establish standards for multidisciplinary cancer conferences which has been implemented across the province. The establishment of these standards in combination with a robust performance management oversight has resulted in more than 45,000 patients per year receiving discussion in a multidisciplinary cancer conference compared to 2005 when 20,000 patients were reviewed.
The establishment of "Centres of Experience" for high complex surgery has had significant outcomes. The Thoracic Surgery Organizational Standards, for example, set out the requirements for optimal organization and delivery of hospital services, providers, and staff as well as the conditions for facilities to perform surgery. 5 The evidence showed a volumeoutcome relationship, which resulted in the expert panel recommendation that thoracic surgery should be performed in level 1 facilities (minimum of 150 lung cancer surgeries and 20 esophageal surgeries) or level 2 facilities (minimum of 50 lung cancer surgeries and 8 esophageal surgeries). Other centres that were previously performing these surgeries were encouraged to build partnerships with level 1 centres. Since the development of this standard in 2005, over 95% of thoracic cancer surgeries have been performed in designated centres. The 30-day mortality for pneumonectomy surgery has decreased from 11% in 2005 prior to implementation of the standards to 5% in 2016. While regionalization of highly complex cancer surgery may remain as a challenge at the national level, the benefits have been highlighted in work by Christian Finley on behalf of the Canadian Partnership Against Cancer, which has demonstrated a reduction in mortality and hospital days saved and shown real and tangible benefits to our healthcare system and to our patients. 6 Other guideline work has included laparoscopic surgery for colon cancer, optimization of surgical and pathological performance for radical prostatectomy, optimization of surgical and pathological quality performance for colon and rectal surgery, sentinel lymph node biopsy guideline in earlystage breast cancer, and mediastinal staging for non-small-cell lung cancer to list a few, with a full list being available at the CCO web site.
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Physician engagement and communities of practice. Cancer surgery is performed by various general oncology and specialty surgeons and takes place in close to 100 academic and community hospitals including regional cancer programs. About half of the cancer surgery volumes are performed in a community setting. To engage the numerous surgeons who perform cancer surgery, the SOP has appointed regional leads in each of the 14 Regions. Furthermore, each regional surgical program has appointed "regional champions" who are recognized senior and respected opinion leaders in a particular disease sites. For example, with the release of a prostate cancer surgery and pathology guideline which focuses on appropriate surgical and pathological techniques to accurately report positive margins after prostate cancer surgery, surgery and pathology champions from each region were nominated to attend provincial meetings and discuss guideline implementation and issues specific to their region. The champions then met with surgeons and pathologists in their regions to develop regional initiatives for quality improvement. As part of the SOP development, a provincial and many regional communities of practice were developed. An important paper authored by a number of surgical oncology leaders 8 developed out the theoretical underpinnings of building learning communities for continuously improving surgical practice across a range of conditions and reflects a very good orientation to surgeon engagement and deployment for improvement and quality. Results show, for example, that the provincial positive margin rate has decreased for pT2 prostate cancer from 38% to around 20%, with the provincial target being less than 25%. Ongoing meetings of the provincial group have resulted in identifying other areas for potential improvement (eg, prostate biopsy guideline).
This strategy has also been adopted in colorectal cancer, thoracic, gastric, head and neck, endocrine, gynecological, and HPB cancers. The SOP implemented communities of practice as a mechanism to connect surgeons across the province to support knowledge transfer and uptake of evidence-based guidelines and best practice, establish relationships across regions, and facilitate ongoing sharing of knowledge and expertise. 9 Communities of practice in surgery have improved awareness and acceptance of quality surgical initiatives and facilitated implementation across regions.
Wait Times Information System
Prior to the introduction of wait times funding, there were limited data on how long patients waited for treatment and what the acceptable wait time should be. Waiting lists that did exist were based on older data and managed in paper-based format in individual clinician's offices with hospitals allocating operating room without sufficient knowledge of access. Recognizing the long wait times and lack of transparency and accountability in the system, the Ontario government made this a top priority in 2004 following the federal-provincial First Ministers Meeting which launched a major funding initiative to reduce wait times. The Wait Times Strategy was launched in Ontario with the aim of improving access to healthcare services starting in five priority areas by December 2006: cancer surgery, cardiac surgery, cataract surgery, hip and knee total replacement, and magnetic resonance imaging and computed tomography scans.
CCO was quickly recruited to lead this initiative which included the development of an overall Wait Times Information Strategy, resulting in the development of standardized definitions of wait time waypoints, priority level targets, and the implementation of an electronic Wait Times Information System (WTIS) across Ontario. Today, the WTIS collects accurate, near real-time data, centrally from approximately 3,100 clinicians' offices and 92 hospitals. Given the success of this initiative, the WTIS has been expanded to other adult and pediatric surgeries. Further, the system is also being leveraged to capture other wait times along the continuum including the time a patient is referred from their primary care provider to their specialist for assessment (wait 1), as well as the time a patient receives treatment and is designated to an Alternate Level of Care (ALC) facility to the time of discharge to the ALC facility. While significant progress has been made in a short period of time in the first decade of the current millennium, there remains work to be done to realize the full potential of effective wait time management, including regular up-todate knowledge of wait lists from the level of the surgeon, hospital, and region to more appropriately map hospital resources to demand. Early on in this effort, the SOP developed a priority assessment tool to assign cancer conditions and presentations to particular waiting intervals based on severity of the presentation and the biological aggressiveness or indolence of the disease. An up-to-date simple summary of pragmatic guidance for these waiting intervals is mentioned in Tables 1 and 2 . Variants of this tool have been developed/ adopted/adapted by other jurisdictions including the Saskatchewan cancer surgery guidance documents.
Public reporting
Public reporting of both access to care and quality performance metrics have been critical to the success of system improvement. Public reporting of wait times has been an important aspect of the Wait Times Strategy to improve public transparency and accountability in the system and an important lever for performance improvement. Since August 2005, wait times for cancer surgeries and other priority areas have been reported monthly on the Ontario government's web site at the provincial level as well as regional and hospital levels by disease site for those centres that have received additional funding to perform increased volumes with comparisons to the provincial targets. Similarly, these quality-performance data are also reported on CCO's web site as part of the annual reporting of the Cancer System Quality Index (CSQI). Access to care performance reporting allows hospitals and health system planners and CCO to track measures for resource planning and allocation. In 2009, CCO began to report on wait times for cancer surgery by priority access targets to more accurately reflect the patient wait time by level of complexity and urgency of need for care. These data shed light on the work that needs to be done to improve wait times for priority level 2, and improvements in performance are already starting to be seen. In addition to wait times reporting, quality indicators tied to evidence-based standards such as those for colorectal and prostate cancer continue to be reported annually in the CSQI at the provincial and regional levels. Hospital, regional and clinical leadership also receive reports on other indicators such as deaths after surgery to evaluate outcomes of surgical interventions and guide effective decision-making. Over the last 2 years, surgeonlevel report cards are provided to surgeons which indicate a surgeon's performance in comparison to his or her peers at the hospital, regional, and provincial level. A rich variety of up-todate wait times measures are provided in relation to priority 1 and 2 surgical targets and are listed in the graphs and analysis section of CSQI including reoperations after cancer surgery.
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Conclusion
Cancer Care Ontario has taken important steps in the last 2 decades to build out a cancer surgery program focused on access and quality, built around intentional surgical engagement based on active learning communities of practice within local geographies. In this sense, cancer surgery has been fully integrated into the multidisciplinary community which serves patients with cancer. Surgery has taken its rightful place in the spectrum of care, a spectrum which was lacking in earlier organizational models of cancer surgery in Ontario and elsewhere in Canada. 
